Sir, A 48-year-old otherwise healthy man presented with a 3-year history of a small painful nodule on the right ear. There was aggravation of pain whenever the patient slept in right lateral position. There was no history of trauma. On examination, the free border of the right helix showed a dome-shaped, firm nodule with central crusting [ Figure 1 ]. It was tender on palpation. No cervical lymphadenopathy was observed. Clinical differentials included chondrodermatitis nodularis chronica helicis (CNCH), actinic keratosis, milia, and keratoacanthoma. Histopathology of the lesion showed sharply-defined, centrally-depressed ulcer covered by a hyperkeratotic parakeratotic stratum corneum. The adjacent epidermis showed remarkable acanthosis and hyperkeratosis. The base of the ulcer showed eosinophilic degeneration of collagen and solar elastosis, surrounded by mild lymphomononuclear infiltrate [ Figure 2a and b]. Underlying cartilage was not seen in the section. Considering clinical and histopathological findings, diagnosis of CNCH was made.
CNCH results from ischemic damage to the cartilage and collagen, and is usually seen on the helix in men and the antihelix in women.
[1] CNCH is most commonly seen in men aged 58-72 years and affects the right ear more frequently. Bilateral occurrence and multiple lesions on one ear are known, but rare. Most commonly, it presents as 4-5 mm or larger skin-colored tender papule with a central crust, fixed to the underlying cartilage. Other presentations include nodular, cystic, and keratotic forms. Wedge-shaped excision was considered the treatment of choice by many authors, however, this treatment modality suffers from recurrence rate as high as 31-34% and postoperative asymmetry of the ears. [1, 2] Other treatment modalities include curettage/electrocauterization, cryotherapy, CO 2 laser, Argon laser, triamcinolone injections, collagen injections, topical glucocorticoids, and topical nitroglycerin. [1, 3] Recently, auricular pressure releasing cushions including "doughnut"-shaped cushions have shown promising results and are becoming a popular choice in the treatment of CNCH. [3] Financial support and sponsorship Nil. 
Corns in scleroderma: An underreported entity
Sir, Systemic sclerosis (SSc) has been associated with a myriad of foot problems ranging from Raynaud's phenomenon to degenerative changes.
[1] However, the occurrence of plantar corns in patients with SSc, as noticed consistently by one of the authors, has remained an unreported entity to the best of our knowledge. Based on this observation, we set out to assess the frequency of corns in scleroderma and the possible pathomechanism behind it.
For this purpose, during a one-year period (March 2011 to February 2012) we studied 18 patients with SSc and 5 patients with mixed connective tissue disease who were diagnosed based on the criteria developed by the American College of Rheumatology and Kasukawa et al., respectively. [2, 3] On examination, all the 18 patients with scleroderma and 3 of 5 MCTD patients were found to have corns on the plantar aspect of their feet. All the lesions had a sharp, discrete border with interrupted dermatoglyphics, thus distinguishing them from callosities [ Figure 1] . Also, the lesions did not show any bleeding points following paring, thus negating the possibility of plantar warts. All the patients complained of tenderness, which increased on applying vertical pressure.
The total number of lesions encountered by us summed up to 60; 20 on the heel area, 24 present lateral to the head of 1 st metatarsal, and 15 present between the heads of 4 th and 5 th metatarsal [ Figure 2 ]. Fifteen patients showed involvement of bilateral feet albeit not necessarily symmetrical. Incidentally, all the 18 patients of SSc had digital pitted scars [ Figure 3 ].
Corn develops because of an interplay between increase in the pressure on bony prominences and accumulation of the horny layer of the epithelium, thus generating a vicious cycle, which ultimately culminates in the formation of a keratin plug pressing into the dermis.
[4] People with SSc also suffer from bone erosions and subcutaneous fat atrophy, consequently increasing plantar foot pressure. Adding to this melee is the prevalent tradition of walking barefoot indoors in this part of the subcontinent, which can increase the wear and tear effect. Furthermore, studies on plantar pressure in scleroderma have demonstrated a particularly high peak pressure in the MTP joint, which substantiates our finding of increased occurrence of corns in the forefoot area.
[5] In this study, the all-female population
